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Recent Trends in Mortality Rates for Four Major Cancers, 
by Sex and Race/Ethnicity — United States, 1990-1998 


In 1998, 53% of all cancer-related deaths in the United 
States were associated with four sites: lung/bronchus, colon/ 
rectum, prostate, and female breast (/ ). Cancer-related death 
does not affect racial/ethnic populations similarly. In 1996, 
the National Cancer Institute (NCI) published cancer inci- 
dence and death rates during 1988-1992 in 10 categories of 
race/ethnicity (2). To examine trends during 1990-1998 in 
annual death rates for the four major cancers by sex and race/ 
ethnicity (i.e., blacks, whites, Hispanics, American Indians/ 
Alaska Natives [AI/ANs], and Asians/Pacific Islanders [APIs]), 
CDC analyzed data from the National Center for Health Sta- 
tistics National Vital Statistics System (3). This report sum 
marizes the results of that analysis, which indicated that, except 
for lung cancer in women and lung, colorectal, and breast 
cancer in Al/ANs, trends in death rates from these cancers 
have generally declined. But the rates remained high for blacks, 
have not decreased equally among all populations, and have 
increased in certain instances. Continuing research and pre- 
vention efforts are needed to reach high-risk and underserved 
populations and to understand the reasons for differences in 
cancer mortality among racial/ethnic populations. 

In each state, attending physicians report and file causes of 
death on death certificates, which then are consolidated into 
the National Vital Statistics System. For this analysis, the 
International Classification of Diseases, Ninth Revision, (ICD- 
9) codes* for cause of death from these cancers and NCI soft- 
ware were used to compute death rates as the number of deaths 
per 100,000 population, age-adjusted to the 1970 U.S. popu- 
lation by using 5-year age intervals. Deaths and death rates 


were presented for 1990-1998 for whites, blacks, Hispanics, 





* Codes: lung and bronchus 162.2—162.5, 162.8—162.9; colon and rectum 153 


154.0-154.1, 159.0; prostate 185; breast 174 


Al/ANs, and APIs. To test for significant trends in death rates 
during 1990-1998, linear regression was used to estimate the 
annual percentage change for this period. 

Data from 1998 indicated that death rates for lung and 
bronchus cancer were higher for blacks and whites than fot 
other races/ethnicities (Table 1). Death rates for black men 
were higher than for white men. Among men, death rates 
from lung and bronchus cancer decreased 1% to 2% per yeat 
for each race/ethnicity except Al/ANs. Among Al/ANs, death 
rates increased 1.7% per year among men and 2.9% per year 
among women. Death rates also increased for white and black 
women. 

For 1998, death rates tor colorectal cancer for each race; 
ethnicity were approximately 40% higher among men than 
women (Table 1). Blacks had the highest death rate for 
colorectal cancer, followed by whites. Death rates for colorectal 
cancer decreased 2.2% per year for white men and 1.8% per 
year for white women. Declines in death rates among black 
men and women were approximately 50% less than that for 
whites. Death rates for colorectal cancer increased 4.5% pet 
year for AI/AN men, although the increase was not signifi- 


cant because of year-to-year variations in rates. 





INSIDE 


53 Immunization Registry Use and Progress United 


States, 2001 

56 Emergency Medical System Responses to Suicide- 
Related Calls — Maine, November 1999-October 
2000 


Notice to Readers 














CENTERS FOR DISEASE CONTROL AND PREVENTION 


SAFER 


HEALTHIER 


PEOPLE™ 





January 25, 2002 





Death rates tor prostate Cancer were more than twice as high 


for blacks than for whites (Table 1 ates were lowest among 


The MMWR series of publications is published by the APIs. Death race/ethnicin 

Epidemiology Program Office, Centers for Disease Control except Al 

ind Prevention (CDC), U.S. Department of Health and aes" 

Human Services, Atlanta, GA 30333 iP 
ipproxim 


AI/ANs 





1 
lable 

Centers for Disease Control and Prevention. [Article 
litle]. MMWR 2002;51:[inclusive page numbers]. 


| SUGGESTED CITATION ee ee Re eke Tae eee 
| 
| 
L 








Centers for Disease Control and Prevention 
Jeffrey P. Koplan, M.D., M.P.H 


LD 


if < 


Office of Scientific and Health Communications 
lohn W. Ward, M.D 
D 


MMWR 


iN 


LAMAN 


MMWR 


( ) 


t 
Upel 


I lolland 


yy; 


Ppectla 


Michele LD Renshaw 
Erica R. Shaver 


" " 
Information Technology Specialists “ae 
: i 1>90 vex 
ry ) 1 1 ty ) 
pV Increased from 2 
I 


Division of Public Health Surveillance 

and Informatics ee. che percentage OF persons in 

Notifiable Disease Morbidity and 122 Cities Mortality Data a eT nad fecal occult blood testing within 
Carol M. Knowles a <-year period in , rom 30 to 33 

Dishents A Adleus ‘rostate cancer is second to lung cancer as a cause of 


umong men. [he gradual decreases in 


' ' 
Felicia ]. Connor cancel rel ited deatn 


Patsy A. Hall death rates for all the reported races/ethnicities during the 


Mechele A. Hester study period might reflect aggressive treatment of advanced 
Pearl C. Sharp 








Vol. 51 / No. 3 MMWR 51 





TABLE 1. Number of deaths and death rate* among persons with cancer and annual percentage change from 1990 to 1998, by type 
of cancer, sex, and race/ethnicity — United States, 1990-1998 





Annual 


No. of deaths __Age—adjusted rates _ % change 
Type of cancer 1990 1998 1990 1998 1990-1998 
Lung and bronchus 
Men 91.012 91,397 
Whites 79,420 79,608 
Blacks 10,621 10,280 
American Indians/Alaska Natives 325 
Asians/Pacific Islanders 1.184 
> 245 
3,075 
Whites 342 
Blacks 5,813 
American Indians/Alaska Natives 11; 202 
Asians/Pacific Islanders 7 718 
Hispanics 780 104 
Colorectal cancer 


Men 28,4¢ 28,023 
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American Indians/Alaska Natives 
Asians/Pacific Islanders 
Hispanics 
Prostate 
Whites 
Blacks 
American Indians/Alaska Natives 
Asians/Pacific Islanders 
Hispanics 
Breast (Women) 
Whites 
Blacks 
American Indians/Alaska Natives 
Asians/Pacific Islanders 


Hispanics 1 





Per 100,000 population; rates age-adjusted to the 1970 U.S. standard million population 

Significantly different from zero (p < 0.05 

Deaths among Hispanics are not mutually exclusive of deaths among the four race/ethnicity categories. Deaths and death rates for Hispanics do not 
nclude data from Connecticut, Louisiana, New Hampshire, and Oklahoma because data on Hispanic origin were not available for certain years 


cancer and use of serum prostate-specific antigen (PSA) test 71.4% for whites, 67% for Hispanics, and 59.9% for Al 


ing (/ ). However, the effectiveness of PSA screening and early ANs (8). 

stage treatment in reducing mortality is unknown. lhe findings in this report are subject to at least two limita- 
; ; oe : ; 
Breast cancer accounts for the second largest proportion of tions. First, the reporting of race/ethnicity to the U.S. Bureau 

cancer-related deaths among women (/). The recent increase of the Census and on death certificates usually is reliable for 

in the incidence of breast cancer probably reflects greater use blacks and whites (9); however, underreporting for other races 

of screening and early detection because the increase has ethnicities can understate death rates from 2% among His 


occurred mostly among women diagnosed with early-stage panics to 21% among Al/ANs. Second, because this study 


disease (/). By 1997, the percentage of women aged >40 was a description of national trends and not an evaluation of 


years who reported having had a mammogram during the cancer intervention studies, the findings should be interpreted 


preceding 2 years was 72.9% for blacks, 72.5% for APIs, with caution. 
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FIGURE 1. Rate* of prostate cancer deaths, by race/ethnicity FIGURE 2. Rate* of female breast cancer deaths, by race/ 
— United States, 1990-1998 ethnicity — United States, 1990-1998 
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Immunization Registry Use and 
Progress — United States, 2001 


Immunization registries are confidential, population-based, 
computerized information systems that collect vaccination 
data about all children within a geographic area (/). Regis- 
tries are key tools used to increase and sustain high vaccina- 


tion coverage by providing complete and accurate information 


on which to base vaccination decisions. Registries consoli 


date vaccination records of children from multiple health 


care providers, identify children who are due or late for 
vaccinations, generate reminder and recall notices to ensure 
that children are appropriately vaccinated, and identify pro 
vider sites and geographic areas with low vaccination covet 
age. One of the national health objectives for 2010 is to 
increase to 95% the proportion of children aged <6 years who 
participate in fully operational population-based immuniza 
tion registries (objective 14-26) (2). CDC analyzed data from 
50 states and the District of Columbia (DC) from the calen- 
dar year 2000 Immunization Registry Annual Report (CY 
2000 IRAR) to assess current registry activity. This report sum 
marizes the results of those analyses, which indicate that 32 
(63%) of the 51 grantees are operating population-based 
immunization registries (Figure 1). These 32 projects repre 


sent 49% of the U.S. population aged <6 years (3). 


FIGURE 1. Percentage of children with >2 immunizations listed in a population-based registry — United States, 2000 
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Editorial Note: In 2000, the Institute of Medicine noted, 
“with the increasing importance of population-based 
approaches to health system planning and evaluation, immu- 
nization registries offer one of the most useful instruments 
for assessing population-specific effectiveness of health and 
medical care programs’ (4). Projects use their registries for 
program decision support as exemplified by San Antonio's 
use of registry data to examine the implementation of new 
vaccines through the Vaccines for Children (VFC) entitle 
ment program. San Antonio’s data demonstrated that, 
although non-VFC providers began using heptavalent pneu 
mococcal conjugate vaccine (PCV7) soon after licensure 
delay in VFC reimbursement might have caused slower PCV7 
uptake among VFC-eligible children (5). Other projects have 


a tO measurlc¢ reminder recall system 


used their registry dat 
effectiveness (6), identify sources of delayed immunizations 

and track the implementation of immunization schedule 
changes re} 

Oregon registry data were used to assess the impact on hepa- 
titis B (HepB) vaccine administration after issuance of the 
Joint Statement of the American Academy of Pediatrics (AAP) 
and the U.S. Public Health Service (USPHS) (9) about using 
thimerosal as a vaccine preservative. Their joint statement rec 
ommended reducing infant exposure to thimerosal; specific 
recommendations were made to postpone the first HepB vac 


cine dose until age 2-6 months for infants born to hepatitis B 


Surface antigen-negative mothers. Oregons registry data 


which include 88% of the state's population of children aged 


ughe. 
6 years) indicated that the average proportion of children 


participating in the registry per week who were administered 


TABLE 1. Number and percentage of the 32 population-based immunization registries that implemented key elements of the 


13 functional standards — United States, December 2000 





Functional standard 


Registries meeting Registries meeting 
all key elements >1 key elements 


(%) (%) 








y Committee-approved core data element 5 46.9) 32 (100.0) 


n the catchment area ( 84.4) 2 84.4) 


standards* 


a persor 


100.0) 


ior 31 96.9 96.9 


84 
(100 
(100.0) 

21 


5 seen by the health-care provi 


} 


90 


Ns to enable the production of reminder 


Automatically > vaccination cove ports by providers, age groups, and geographic areas 26. | 3 ( 87 


Produce auth 
Consolidate all vaccination records fre mult 


procedures to optimize accuracy and compieteness 


90 


owm — 


28 ( 87 


tiple providers, using deduplication and edit-checking 


15 _( 46.9) 32 (100.0) 





"Source: Health Level Seven, Inc. Health level seven. Ann Arbor, Michigan: Health Level Seven, Inc., 2001. Available at http://www.hl7 org. Accessed 


January 16, 2002 








Vol. 51 / No. 3 


MMWR 55 





HepB vaccine <5 days after birth decreased 93% during the 6 
f ) £ 


weeks after the report's release (Figure 2). On the basis of 


these data, Oregon officials contacted health plans, health- 
care providers, and local health departments to ensure that 
the report’s recommendations were being followed (i.e., that 
the first dose of HepB be delayed only for infants born to 
hepatitis B surface antigen-negative mothers and that provid- 
ers return to previous infant HepB vaccination practices after 
a thimerosal-free alternative became available). Continued 
monitoring of registry data indicated that, despite the avail- 
ability of thimerosal-free vaccine in August 1999, by the end 
of 2000, administration rates had reached only 88% of pre- 
report levels for HepB vaccination (8). These data assist edu- 
cation efforts for providers who have not reinstated HepB 
vaccine recommendations. 

CDC recently identified for grantees eight core program 
attributes in the Immunizations Program Operations Manual 
released in 2001: population assessment, surveillance, con- 
sumer information, service delivery, provider quality assur- 
ance, vaccine management, registry development, and program 
management (/0). CY 2000 IRAR data indicate that certain 
grantees might have the capacity to use registry data to sup- 
port these program attributes. For example, 42 grantees use 
registry data to determine vaccine coverage among different 


segments of the population, and 32 grantees track VFC par- 


ticipant eligibility by using their registries. CDC is collecting 


data to monitor projects’ use of registries and registry data to 


support each of these program attributes beginning with the 
CY 2001 IRAR. 

The findings in this report are subject to at least three limi 
tations. First, because the annual report relied on self-reported 
information, bias in reporting could have occurred. However, 
on-site verification through record reviews and observation 
of registry operations during the 20 site visits performed in 
2000 indicated that 98.3% of the answers prov ided by those 
sites in response to the previous year’s annual report were 
accurate. Second, because only information from these 51 
immunization grantees was included in the analyses, any 
immunization registry development performed by other enti- 
ties (e.g., city immunization grantees, hospitals, local health 
departments, and managed care plans) would not be included 
in these findings. This could result in an underestimation of 
the degree of registry development in the United States. 
Finally, the CY 2000 IRAR did not collect information about 
the completeness or accuracy of immunization data recorded 
in a registry. Tools are under development at CDC to assist 
with registry data quality assessment. 

Immunization registries continue to develop to improve 
vaccination coverage and reach the 2010 national health ob- 
jective of 95% participation for children aged <6 years. Addi- 
tional information about immunization registries is available 
from CDC at http://www.cdc.gov/nip/registry; by telephone 


at 800-799-7062; or by e-mail at siisclear@cdc.gov. 


FIGURE 2. Number of children who received first dose of Hepatitis B vaccine <5 days after birth — United States, 1999-2000 
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Medical Service (EMS) response data to esti 
mate incidence of EMS responses to suicide related ca 


Maine and to summarize the distribution of these responses 


by patient and event characteristics. This report describes EMS 
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For the 1,069 NI cases, age-adjusted EMS response rates 
were 92.5 and 76.5 among females and males, respectively. 
Female rates of suicide-related EMS calls were highest among 


those aged 15—19 years (206.2), but were generally high among 


females aged 20-44 years (range: 138.8—160.2). Male rates of 


suicide-related EMS calls were highest among those aged 
20-24 years (170.3) and high among those aged 15-19 and 
25-34 years (range: 96.0—110.4). Age-specific rates were sta- 
tistically similar for females aged 20-34 years and >55 years 
and for males aged 25-54 years. All other age-specific rate 
differences were statistically significant (p < 0.05). In com- 


parison, suicide completion rates (derived from medical 


examiner data) were uniform across all female age groups 
(range: 0—-10.7) and were highest among males aged >45 years 
(range: 25.0—34.8) (Figure 1). 

Among the 1,069 NI responses, 761 (72.0%) were to the 
residence of the attempter. EMS calls were most frequent in 
the summer (27.1%) and least frequent in the winter and 
spring (23.5% and 23.3%, respectively). 

Among the 963 (90.1%) NI cases for which method was 
documented, overdose (29.9%), “suicidal ideation only” 
(27.0%), and laceration (17.7%) were the most commonly 
documented methods. Attempts with firearms comprised 


70 
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FIGURE 1. Rate* of suicide deaths and emergency medical service response to noninstitutionalized residents, by sex and age 


group — Maine, November 1999—October 2000 
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Notice to Readers 


Evaluation of Postexposure Antibiotic 
Prophylaxis to Prevent Anthrax 


In response to the recent bioterrorist attacks associated with 
intentional release of Bacillus anthracis, approximately 10,000 
persons potentially exposed to anthrax in Connecticut, Florida, 
New Jersey, New York City, and Washington, D.C., were rec- 
ommended to take at least 60 days of postexposure anti- 
biotic prophylaxis. Surveillance for adverse events and adher- 


ence to antibiotics has been conducted through surveillance 


and cross-sectional studies. CDC is evaluating the program 


to distribute antimicrobial agents and assessing adverse events 
and adherence. The objectives of this evaluation are to assess 
the provision of antimicrobial agents and educational materi- 
als to affected persons, to determine adverse events associated 
with the antimicrobial agents, and to characterize adherence 
to the recommended regimen. The information from this 
evaluation will be critical to CDC's effort to improve the tech- 
nical assistance and supplies needed with future anthrax 
postexposure prophylaxis campaigns and to comply with Food 
and Drug Administration regulations for monitoring for 
adverse events. 

CDC has contracted RTI International to conduct brief 
telephone interviews of all persons for whom postexposure 
antibiotic prophylaxis was recommended. Interviews are sched- 
uled to begin in late January 2002 and will continue for 
approximately 8 weeks. Additional information about the 
program evaluation is available from CDC, telephone 404- 
639-3158. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending January 19, 2002, 
with historical data 
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Hepatitis A, Acute 
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* No measles or rubella cases were reported for the current 4-week period yielding a ratio for week 3 of zero (0) 
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where the hatched area begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending January 19, 2002 (3rd Week)* 





Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 
- Encephalitis West Nile 3 
Botulism foodborne 1 Hansen disease (leprosy) 1 
infant 3 3 Hantavirus pulmonary syndrome 
other (wound & unspecified) - Hemolytic uremic syndrome, postdiarrheal 
Brucellosis 2 HIV infection, pediatric ' 
Chancroid ; Plague 
Cholera - - Poliomyelitis, paralytic 
Cyclosporiasis' : - Psittacosis' 
Diphtheria - - Q fever' 
Ehrlichiosis human granulocytic (HGE)' K 2 Rabies, human 
human monocytic (HME) 2 Streptococcal toxic-shock syndrome 
other and unspecified - - Tetanus 
Encephalitis: California serogroup viral’ 1 Toxic-shock syndrome 
eastern equine’ - - Trichinosis 
Powassan . - Tularemia' 
St. Louis - Yellow fever 
western equine 
No reported cases 
"Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
Not notifiable in all states 


Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Preventior 
(NCHSTP). Last update December 25, 2001 








Anthrax 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2002, and January 20, 2001 
(3rd Week)* 





Escherichia coii 





Shiga Toxin Positive 
AIDS Chiamydia' Cryptosporidiosis 0157:H7 Serogroup non-0157 
Cum Cum Cum Cum. Cum. Cum. Cum. Cum Cum. Cum. 
Reporting Area 2002 





2001 




















2001 2002 2001 2002 2001 2002 2001 2002 


El ATE 21.567 34.73 6 8 45 38 





reported cases C.N.M.1.: Commonwealth 
1 2002 are provisional and cumulative (year-to-date 
caused by C. trachomatis 
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Vol. 51/ No. 3 MMWR 





TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2002, and January 20, 2001 
(3rd Week)* 





Haemophilus influenzae 
Invasive 





Escherichia coli 
Shiga Toxin Positive, All Ages 
Not Serogrouped Giardiasis Gonorrhea All Serotypes 


Cum. Cum. Cum. Cum. Cum. Cum. Cum Cum 
Reporting Area 2002 2001 2002 2002 2001 2002 2001 2002 


UNITED STATES 17.888 


Age <5 years 
Serotype 
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Ue 


r. San 


C.N.M.1 ‘ U 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional! and cumulative (year-to-date 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2002, and January 20, 2001 
(3rd Week)* 





Haemophilus influenzae, invasive 





Age <5 years Hepatitis (Viral, Acute), by Type 
Non-Serotype B Unknown Serotype B C; Non-A, Non-B 


Cum Cum Cum Cum. Cum. Cum. Cum Cum. 
Reporting Area 2002 2001 2002 2001 2002 
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TABLE Ii. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2002, and January 20, 2001 


(3rd Week)* 





Reporting Area 


Legionellosis 


Listeriosis 


Lyme Disease 


Malaria 


Measles 
Total 








Cum. 


Cum. 


2002 2001 


Cum. Cum. 








2002 2001 





Cum. 
2002 


Cum. 
2001 





Cum. 
2002 


Cum. 
2001 





Cum. 
2002 





JNITED STATES 


NEW ENGLAND 


U 
l 
U 


" 
U 


U 


197 


124 


24 





N: Not notifiable 


U 


Unavailable 


No reported cases 


* incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date 
Of six cases reported, five were indigenous and one was imported from another country 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2002, and January 20, 2001 
(3rd Week)* 





Meningococcal 
Disease Mumps Pertussis Rabies, Animal 

Cum Cum. Cum Cum. Cum. Cum. Cum. Cum. 

Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 




















ATES ‘ 164 ‘ 106 171 101 299 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2002, and January 20, 2001 
(3rd Week)* 





Rubella 

Rocky Mountain Congenital 
spotted fever Rubella Rubella Salmonellosis 

Cum. | Cum. Cum. | Cum. Cum Cum 

Reporting Area 2002 2001 2002 2001 2002 2001 


avTCr TATE 4 























U 


U 





\otifiable U: Unavailable No reported cases 
ce data for reporting year 2001 and 2002 are provisional and « 
uy Y 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2002, and January 20, 2001 


(3rd Week)* 





Reporting Area 


ellosis 


Streptococcal Disease, 
invasive, Group A 


Streptococcus pneumoniae, 
invasive (<5 years) 


Streptococcus pneumoniae, 
Drug Resistant, Invasive 











Cum. 


2001 





Cum. Cum. 
2002 2001 





Cum. Cum. 
2002 2001 





Cum. Cum. 
2002 2001 





664 


44 


80 





> (year-to-date 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2002, and January 20, 2001 
(3rd Week)* 





Syphilis Typhoid 
Primary & Secondary Congenital’ Tuberculosis fever 
Cum. | Cum. Cum. | Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 


UNITED STATES 191 199 6 























111 


NEW ENGLAND 
Mair 


8 


U U U 


1 U U 





Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date 
Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Ill. Deaths in 122 U.S. cities, week ending January 19, 2002 (3rd Week) 





All Causes, By Age (Years) 








All 
Ages 





P&I’ 


All Causes, By Age (Years) 








All 








Reporting Area 


| >65 45-64 - 1-24 | <1 


Total 





Reporting Area 


ra al eal saad 1-24 | <1 





100,000 
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